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In July, 1912, there came under my observation a case of complete osseous obstruction of the postnasal orifices at as early a period in the life history of the case as any other observer has seen such a condition, and at a much earlier period of life than have the majority of the reported cases come under competent medical observation. In an investigation of tile literature on the subject, I find only a few cases in which the obstruction was recognized in infancy.
According to Dr. R. Kayser, in Paul Heyman's Handbuch, the first case reported and operated upon in the living was made by Emmert in 1854. Otto, in 1830, reported the first case of closure of the choana in a fetus, and next follows the interesting case reported by Luschka in a newborn dead child, 1859. Following these reports we find numerous cases of the condition reported from the anatomic table, the newborn infant and in child and adult life. It has not been possible for me to tabulate all the recorded cases in the literature, but I should judge that they do not exceed one hundred in number. It is interesting to observe that a fair proportion of cases has been reported by members of this association. The obstruction of the postnasal orifices may be membranous or osseous.
The membranous obstructions are usually formed posterior to the nasal cavities in the nasopharyngeal cavity, but lay in contact with the postnasal orifices so as to completely obstruct them. .They extend from the upper surface of the soft palate at the union with the hard palate, and extend to the roof of the postnasal cavity.
The osseous obstructions are usually placed within the nasal ·Read before the meeting of the American Laryngological Association in Washington, D. C., May, 1913. chamber within a millimeter or more from the free border of the posterior nasal orifices. They are usually composed of thin plates of bone, and may be unilateral or bilateral. To the two above mentioned forms may be added the congenital atresias by which the bones entering into the formation of the postnasal orifice become united, thus more or less completely obstructing the postnasal orifices. Various forms of atresias, excited by disease and deformity, cause obstruction to the choanre, but, as these are not congenital, they do not enter into the scope of this paper.
On July 30, 1912. I was urgently requested to visit in consultation, early in the morning, an infant just born, who had marked difficulty in breathing. Dr. Wynkoop, who accom: panied me on my visit to the infant's residence, told me of the nature of the case and the probable seat of the difficulty. When the infant was brought to me I was impressed with the peculiar cycle of respiratory difficulty with which it was contending. It would lie at rest for barely a moment, with its lips drawn tightly and its cheeks slightly indrawn, when it would begin to struggle for air, the face becoming suffused and slighty cyanosed, the condition being relieved as the child began to cry. As S0011 as its discomfort was relieved through the mouth breathing necessarily instituted while it was crying, it would cease to cry, with a recurrence of the difficult breathing. The cycle was immediately suspended when the lower lip was pressed down so that uninterrupted mouth breathing was permitted. Examination of the mouth and fauces demonstrated that all the structures in these parts were in normal relation and anatomically perfect. Examination of the nasal organ demonstrated that it was normal in external appearance.Inspection of the nares anteriorly, after removing the copious secretion, evidenced these to be in a normal condition -110 adhesions or new growths. Washing out each cavity separately demonstrated that no fluid entered the pharynx, and, after the cavity became filled with fluid, it returned in excess by the anterior nares. The use of a probe proved that at a depth of about five centimeetrs the further progress of the probe was arrested by coming in contact with a firm, rigid, resisting wall. The sensation imparted through the probe when introduced to the bottom of the nasal chamber was as though the end of the probe was impinging upon a firm, re-sisting plate of bone. The sound conveyed by the impact of the probe was similar to that imparted under similar conditions when a probe strikes a thin plate of bone thinly covered with soft tissues. It was impracticable, as well as considered unnecessary, to make an attempt to examine the postnasal cavity through digital exploration, as the character of the respiratory difficulty and the examination through the anterior nares demonstrated, without doubt, the deformity existing must be a complete obstruction of the postnasal orifices. The maintenance of respiration until voluntary mouth breathing was established and the maintenance of nutrition presented problems to be considered in the management of this case. It seemed that an attempt at operative relief was only to be considered if the life of the child became endangerer! through its inability to maintain mouth breathing or through malnutrition. The operation itself, without proper protection in the nasopharynx, might be attended with immediate danger, while the hemorrhage and resulting reaction were factors to be considered in an infant so young. Even should the operation become imperative and the procedure have been successfully accomplished, the problem of preventing the closure of the artificially made opening in one so young would have indeed been very difficult. Through a relay of assistants the child's lips were kept constantly apart so that continuous mouth breathing could be maintained, and, through this assistance, at the end of its second week of life, it had learned to voluntarily maintain mouth breathing, thus overcoming one of its great life problems. Its nutrition was maintained very satisfactorily by feeding it through the aid of a "dropper," thus solving the other problem. In a short period after establishing voluntary mouth breathing she learned to manipulate the bottle, alternating in sucking and breathing through the buccal cavity. From this time on the child has continued to develop as any child with normal respiratory organs.
The question to' be considered in a congenital occlusion of the choanre, especially of the osseous type, is the proper time for operative interference. The danger attendant and the difficulty of operating upon one so young, with the impossibility of maintaining the patulency of the opening, after the obstruction has been removed, would seem to argue against an immediate operation if it be possible to maintain breathing and nutrition. The marked success obtained in the case that I present to you would seem to favor the expectant surgical policy in such cases, as well as the successful issue in many other cases. It would seem that the proper period for such cases would be as early as surgical interference could be done with perfect safety and with an absolute assurance that the manipulation could be made through a cavity large enough not to be embarrassing for want of size. and with a postnasal space large enough to permit of easy introduction of the finger to note the obstruction from behind, as well as to afford protection and serve as a guide. The operation should nevertheless be done as early in life as possible, when the above mentioned conditions have materialized, so that any alteration of the facial skeleton may be forestalled and before any pathologic process has been started in any of the neighboring tissues or organs. It seems to me, therefore. that nothing having arisen to disturb the normal progress of a child with congenital occlusion of the choanse, about the second year of life would be the most-appropriate time to undertake surgical interference.
